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Abstract
Background: Previous studies have reported postpartum depression to be associated with both positive and
negative effects on early infant growth. This study examined the hypothesis that maternal postnatal depression
may be a risk factor for later child growth faltering or overweight.
Methods: A total of 929 women and their children participating in a European multicenter study were included at
a median age of 14 days. Mothers completed the Edinburgh postnatal depression scale (EPDS) at 2, 3 and 6
months after delivery. EPDS scores of 13 and above at any time were defined as maternal depression. Weight,
length, triceps and subscapular skinfold thicknesses were measured, and body mass index (BMI) were calculated
when the children were two years old and converted to standard deviation scores based on the WHO Multicentre
Growth Reference Study (MGRS).
Results: Z-scores for weight-for-length at inclusion of infants of mothers with high EPDS scores (-0.55, SD 0.74)
were lower than of those with normal scores (-0.36, SD 0.74; p = 0.013). BMI at age 24 months did not differ in the
high (16.3 kg/m2, SD 1.3) and in the normal EPDS groups (16.2 kg/m2, SD 1.3; p = 0.48). All other anthropometric
indices also did not differ between groups, with no change by multivariate adjustment.
Conclusions: We conclude that a high maternal postnatal depression score does not have any major effects on
offspring growth in high income countries.
Background
Postpartum depression has a prevalence of about 10-
15% [1] with a high variation between populations [2].
Risk factors include stressful life events, unemployment,
marital conflict, lack of social support, low income, low
education, previous history of depression and caesarean
section [3,4].
Numerous parenting difficulties are reported to exist
in affected parents [5,6] with associated long term emo-
tional, cognitive, and behavioural problems in the off-
spring [7]. Mothers who were depressed were more
likely to have a less healthy lifestyle and to engage in
less healthy feeding and sleep practices with their infant
[8,9]. Depressed mothers might have inadequate nutri-
tional intakes [10], and they tend to stop breastfeeding
earlier than non-depressed mothers [11-13].
It is also well recognised that postpartum depression
can have negative effects on early infant growth [14-18],
a problem that might be more pronounced in low-
income countries with less favourable environments
[18]. Surkan et al [19], on the other hand, recently
observed a more rapid weight gain in children of
mothers affected by postpartum depression in a Brazi-
lian low-income cohort. They speculated that the same
mechanism, disturbances in the feeding behaviour of
depressed mothers, could affect both tails of the growth
distribution, leading either to stunting or obesity.
In a European birth cohort we explored if weight,
length or skinfold thicknesses differed at two years of
age between children of mothers with high postnatal
depression symptom scores and children of mothers
with normal scores, and if postnatal depression had
different effects on the lower and upper tails of the
distribution of anthropometric measures.
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Design and study population
This study uses data from a randomized controlled mul-
ticenter study assessing the effect of higher or lower
protein formula on overweight later in childhood.
Details of the study have been published [20]. In short,
participants were recruited at 11 study sites in five
countries (Belgium; Germany; Italy; Poland; Spain). Eli-
gible for study participation were healthy, singleton,
term infants born between 1
st October 2002 and 31
st
July 2004. Infants were enrolled during the first eight
weeks of life and were either randomized to a high or
low protein formula group, or were included in an
observational group of breastfed infants. In this study,
data from children in the interventional group and the
observational group were combined.
At visits 2, 3 and 6 months after delivery, the mothers
were asked to complete the Edinburgh postnatal depres-
sion scale (EPDS) [21]. Of originally 1678 recruited chil-
dren, 930 children were still in the study at 2 years of
age and had also anthropometric measurements taken at
that time point. Of these children an EPDS score were
obtained in 901 children at two months, in 905 at three,
in 879 at six and in 929 children any time point after
birth.
Methods
The EPDS is a 10 item self-report instrument [21]. Each
item is scored from 0 to 3, and the total score equals
the sum of the ten items. Validated scores of 13 or
more are used to identify mothers at risk of being
depressed [21,22]. However, for research purposes a cut-
off score of 9 has also been proposed [15].
Data on the course of pregnancy, birth weight, medi-
cal history, lifestyle, behaviour and socio-economic
background were recorded at recruitment.
Measurements of infant growth were obtained at study
entry, and when the infants were 3, 6, 12 and 24 months
old, and included weight, length/height, triceps and sub-
scapular skinfold thickness. Based upon these measure-
ments, BMI values (body weight (kg) divided by the
squared value of height (m)) were calculated. Both abso-
lute values and z-scores based upon WHO growth stan-
dards [23] were used in the analyses. Birth weight and
length were obtained from hospital data.
All study sites used the same equipment (Seca 727
scales, Hamburg, Germany; Ellard PED LB 35-107 X,
Ellard Instruments, Monroe, USA). Written standard
operating procedures for measures and calibration were
established, and repeated training sessions for all study
personnel and site visits by the team of the principal
investigator and external experts were performed.
Ethics
The study was approved by the ethics committees of all
study centers. Written informed parental consent was
obtained for each infant.
Statistical analyses
Anthropometric measurements were expressed as
z-scores relative to the growth standards of the World
Health Organization for breastfed children [23].
Z-scores were calculated using WHO programs
http://www.who.int/childgrowth/software/en/. The pri-
mary endpoints were length and weight at 24 months,
which were expressed as standard deviation scores (z-
score) of length-for-age and weight-for-length. Weight-
f o r - l e n g t hs h o w sl e s sv a r i a t i on than weight-for-age and
is a better descriptor of body composition in children
than weight. Postnatal, maternal depression as defined
b yE P D Ss c o r e so f1 3o rm o r ea ta n yt i m ew e r et h e
main determinant, but we also explored the data using
an EPDS cut-off score of 9 and looked for a potential
dose-response relationship by examining linear trends
over 4 categories of EPDS scores (<9, 10-12, 13-15, >15).
The chi-square test was used to analyse differences in
proportions between groups. Comparisons of mean
values were done using independent samples t-test.
For multivariable analysis we used linear regression
and quantile regression as suggested by Beyerlein et al.
[24] to test if differences in z-scores in the higher or
lower depression group differed between the 5th, 15th,
50th, 85th and 95th percentile.
All multivariable analyses were adjusted for the
respective anthropometric baseline measurement at
inclusion into the study. Furthermore, feeding type and
country were included in all models. To appreciate the
potential confounding of other variables, we looked at
sensible changes after variable inclusion on the effect
size of maternal depression and its confidence interval.
As potential confounders we considered gender, preg-
nancy not wished, stress in pregnancy, caesarean sec-
tion, mothers education, mothers BMI, smoking status,
birth order of the child, mothers age, mothers partner-
ship status (married, single) and mothers age.
We also applied multilevel linear growth models and
piecewise-linear-random-coefficient models as described
by Singer and Willet [25] and Fitzmaurice et al. [26] to
model growth differences between the lower and higher
protein formula group using all available measurements
from baseline to 24 months. Both models account for
the correlated data structure due to the repeated mea-
surements and use the exact age of measurement. The
piecewise-linear-random-coefficient model was chosen
to analyse the age-dependent effect of maternal
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the model is to split the time in fixed segments with dif-
ferent slopes in each segment, in contrast to the usual
multilevel linear growth model which uses one slope
over the whole analysis time. The choice of the time
segments (0-3 months, 3-6 months, 6-12 months and
12-24 months) for this model is based on the measure-
ment points as planned per protocol. Statistical signifi-
cance of differences between trajectories of the study
groups in the piecewise-linear-random-coefficient model
was assessed by 95%-prediction-bands. If the 95%-pre-
diction-bands of one group (e.g. lower protein) does not
overlap with the average trajectory of the other study
group (i.e. maternal depression - EPDS > 13), there is a
significant difference between these trajectories with a
5%-probability error.
All data were analyzed using Stata 9.2.
Results
Background data of the 929 children comprised in the
analysis are listed in Table 1. One-hundred two (11.0%)
mothers had an EPDS score of 13 or more at any time,
indicating maternal depression; at 2 month 6.9% of the
mothers, at 3 month 4.3% and at 6 months 4.0%
mothers had high EPDS scores. Eighteen (1.7%) mothers
had prolonged symptoms of depression, i.e. high EPDS
scores at 2 and/or 3 months and at 6 months. The pre-
valence of high EPDS scores varied significantly between
the 5 participating countries and ranged from 6-8% in
Germany and Spain to 13-16% in Belgium, Poland and
Italy.
Six-hundred thirty-two (68%) children were included
in the formula-fed intervention arm of the study, and
297 (32%) children were fully breastfed until 4 months
of age. More than 7% of the mothers were obese and
almost 19% of the mothers smoked during pregnancy
beyond the first trimester (Table 1).
Most anthropometric measures of children differed
significantly between participating countries, for instance
BMI ranged from 15.8 kg/m2 in Germany to 16.4 kg/m2
in Italy. Also gender, birth order, smoking of the
mother, caesarean section, unwished pregnancy, and
type of feeding had some significant association with
anthropometric measures.
There was some indication that children in the high
EPDS group were lighter at birth (3237 g, SD 352 versus
3301 g, SD 346; p = 0.081) and at inclusion (z-score
weight -0.55, SD 0.74 versus -0.36, SD 0.74; p = 0.013).
However, Table 2 shows that weight, length, triceps or
subscapular skin-fold thick n e s sa sw e l la sw e i g h t - f o r -
length and BMI did not differ between children of
mothers with high and normal EPDS scores at 24
months of age.
Multivariable analyses indicated that none of the
potential confounders, including country, had a signifi-
cant effect on the effect estimate of maternal depression.
Thus, the effect size was basically unchanged when con-
sidering all potential confounders (Table 2). The results
were also basically unchanged when we restricted the
analyses to the three countries with a prevalence of high
EPDS scores (Poland, Italy and Belgium), lowering the
EPDS cut-off of maternal depression to 9, restricting the
children to those with depressed mothers at 2 or 3
months only, or looking at earlier time points (6 or 12
months) of anthropometric measurements. Looking at
the effects of EPDS categorised in 4 severity levels, we
did not find a dose-response relationship on anthropo-
metric measures.
Only for weight - not for length, weight-for-length or
BMI - there was a significant difference in the multilevel
linear growth model between the children of mothers
with an elevated EPDS score and those of mothers with
normal scores, with the latter having a higher weight.
However, the model also indicated that this effect was
not constant over the whole 24 months period. The
effect of maternal depression on weight was already pre-
sent at inclusion into the study and was more or less
constant until the 12 months measurement and
decreased thereafter (additional file 1).
Since we did not find any effect of maternal depres-
sion on the mean of any anthropometric measure, we
also looked at possible effects on the lower and upper
tails of their distributions (Table 3). As exemplified for
weight-for-length in Figure 1 we could not discern any
differences between the high and low EPDS group over
the whole BMI or any other anthropometric measure-
ment distribution.
Discussion
In this cohort study we found no effect of postnatal
maternal depression on the child’s BMI or other anthro-
pometric indices in the first two years of life. Thus, the
results do not support the hypothesis that high postnatal
depression scores may be a risk factor for under- or
overweight in childhood.
Several studies have found negative effects on early
infant growth in low-income countries [11,17,18,27-29].
However, results from high-income countries like the
US or the UK are inconsistent [14-16], with the largest
study [30] including over 12, 000 children showing no
association between maternal depression and failure to
thrive over the first nine months of life. Wright et al
suggested that the potential effect of depressive symp-
toms might be only transitional, seen at 4 month of life
but no longer at 12 months of age [14]. Therefore, we
also analysed anthropometric data at 6, 12 and 24
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Page 3 of 8Table 1 Background data and WHO z-score for weight-for length (WFL) of 929 children and their mother with
available Edinburgh postnatal depression scale (EPDS) and anthropometry at 24 months.
n %/mean(SD) z-score weight-for length
at 24 months
p-value
Total 929 100.0 0.26 (0.91)
Ever EPDS >= 13 at 2, 3 or 6 months <13 827 89.0 0.25 (0.91) 0.6431
>=13 102 11.0 0.30 (0.91)
EPDS >= 13 at 2 months <13 839 93.1 0.25 (0.90) 0.5053
>=13 62 6.9 0.33 (1.02)
EPDS >= 13 at 2 or 3 months and 6 months <13 903 98.3 0.25 (0.91) 0.2963
>=13 16 1.7 0.01 (0.83)
Country Germany 143 15.4 0.18 (0.89) <0.001
Belgium 116 12.5 0.38 (0.86)
Italy 265 28.5 -0.04 (0.88)
Poland 159 17.1 0.36 (0.90)
Spain 246 26.5 0.21 (0.99)
Gender male 449 48.3 0.29 (0.85) 0.2552
female 480 51.7 0.22 (0.97)
Birth order 1st child 537 57.9 0.28 (0.92) 0.5814
2nd child 301 32.5 0.23 (0.92)
>2nd child 89 9.6 0.18 (0.82)
Birth weight <3130 g 313 33.7 0.29 (0.85) 0.0017
3130 - 3450 g 314 33.8 0.11 (0.88)
>3450 g 302 32.5 0.37 (0.98)
Study formula lower protein 313 33.7 0.37 (0.93) 0.0197
higher protein 319 34.3 0.18 (0.86)
breastfed 297 32.0 0.21 (0.93)
Single mother yes 38 4.1 0.26 (0.91) 0.3928
no 889 95.9 0.13 (0.90)
Pregnancy not wished yes 73 7.9 0.24 (0.91) 0.2041
no 852 92.1 0.38 (0.92)
Mother frequently experienced stress during pregnancy yes 139 15.0 0.25 (0.91) 0.8096
no 789 85.0 0.27 (0.94)
Caesarean section yes 197 21.3 0.22 (0.92) 0.0487
no 728 78.7 0.37 (0.89)
Mother’s education level (ISCED) no/low 198 21.4 0.32 (0.94) 0.3906
middle 472 50.9 0.22 (0.91)
high 257 27.7 0.25 (0.87)
Smoking of mother 3 months prior to or during pregnancy yes 324 35.0 0.21 (0.93) 0.0362
no 602 65.0 0.34 (0.87)
Smoking of mother beyond 12th week of pregnancy yes 173 18.7 0.24 (0.91) 0.1780
no 754 81.3 0.34 (0.90)
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earlier time points either. Nevertheless, we see some
effect of maternal depression on child weight, as the
children of depressed mothers are lighter at birth. Thus,
one could speculate that mothers with postnatal depres-
sion are somewhat different from other mothers, and
these differences might influence foetal growth.
It has been suggested that there might be a dose-
response relationship, given that children of mothers
with prolonged depressive symptoms had lower weight
gain in one study [16]. In our population, only 16 (1.7%)
of mothers had documented prolonged depressive symp-
toms, and hence we were unable to adequately analyse a
dose-response relationship.
Strengths of the present study were the prospective
design, the inclusion of 5 different European countries,
the standardized and comprehensive assessments of
growth, and that neither participants nor examiners
were aware of the hypothesis tested here. A cut-off level
of 13 on the EPDS has been proposed as the appropriate
Table 2 Outcome at age 24 months in children of mothers with normal (<13) or high (≥13) scores on the Edinburgh
postnatal depression scale (EPDS).
EPDS <13 ≥13
N = 827 N = 102 Estimated difference in z-score
mean (SD) mean (SD) Baseline adjusted Fully adjusted*
Age at exam (Months) 24.2 (0.6) 24.2 (0.5)
Weight (kg) 12.4 (1.4) 12.4 (1.4)
z-score 0.34 (0.91) 0.35 (0.93) 0.08 (-0.10, 0.26) 0.01 (-0.18, 0.19)
Length (cm) 88.0 (3.3) 87.8 (3.1)
z-score 0.22 (1.01) 0.17 (0.99) 0.03 (-0.16, 0.23) -0.10 (-0.29, 0.10)
Triceps skinfold thickness (mm) 8.9 (2.1) 9.1 (2.2)
z-score 0.52 (1.11) 0.62 (1.14) 0.05 (-0.23, 0.33) 0.09 (-0.21, 0.39)
Subscap skinfold thickness (mm) 6.6 (1.6) 6.9 (1.8)
z-score 0.29 (1.13) 0.48 (1.11) 0.13 (-0.14, 0.41) 0.14 (-0.16, 0.44)
Weight-for length
z-score 0.25 (0.91) 0.30 (0.91) 0.08 (-0.10, 0.26) 0.01 (-0.18, 0.19)
* adjusted by country, feeding type, single mother, mother’s age, birthorder, bmi of mother, stress in pregnancy, caesarean section, pregnancy not wished, and
respective anthropometric measurement at baseline, smoking
Table 3 Difference between children of mothers with higher and lower (<13) EPDS score at different percentiles of
respective anthropometric measure at 24 months.
Difference between children of mothers with higher and lower (<13) EPDS score at different
percentiles of respective anthropometric measure at 24 months
Anthropometric measure 5th perc. 15th perc. 85th perc. 95th perc.
Weight-for-age z-score (WHO) -0.10 (-0.62, 0.41) 0.09 (-0.19, 0.37) 0.01 (-0.28, 0.31) -0.00 (-0.36, 0.36)
Length/height-for-age z-score (WHO) 0.01 (-0.45, 0.47) -0.03 (-0.48, 0.41) -0.14 (-0.50, 0.21) -0.02 (-0.53, 0.49)
BMI-for-age z-score (WHO) -0.02 (-0.39, 0.35) -0.04 (-0.37, 0.30) 0.20 (-0.19, 0.58) 0.22 (-0.35, 0.78)
Weight-for-length z-score (WHO) -0.19 (-0.60, 0.21) -0.04 (-0.34, 0.26) 0.19 (-0.16, 0.55) 0.35 (-0.14, 0.83)
Subscapular skinfold-for-age z-score (WHO) 0.19 (-0.27, 0.65) -0.02 (-0.50, 0.47) -0.01 (-0.57, 0.56) -0.16 (-0.98, 0.65)
Triceps skinfold-for-age z-score (WHO) 0.18 (-0.31, 0.67) 0.01 (-0.40, 0.42) 0.22 (-0.29, 0.73) 0.04 (-0.28, 0.36)
Table 1: Background data and WHO z-score for weight-for length (WFL) of 929 children and their mother with avail-
able Edinburgh postnatal depression scale (EPDS) and anthropometry at 24 months. (Continued)
BMI mother <20 163 18.3 0.25 (0.86) 0.1585
20-<25 482 54.0 0.25 (1.00)
25-<30 183 20.5 0.19 (0.93)
>=30 64 7.2 0.49 (0.99)
Mother’s age <28 253 27.3 0.27 (0.90) 0.9231
28-<33 363 39.1 0.26 (0.89)
33-44 312 33.6 0.24 (0.96)
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have proposed a cut-off at nine for research purposes
[15]. We analysed our data using both cut-off values,
but the results were essentially the same.
The proportion of women with high EPDS scores var-
ied between countries. Whereas the prevalence rates in
Germany and Spain were lower, the rates in Poland,
Italy and Belgium were comparable to prevalence rates
reported from a number of other countries [22,31].
When we restricted the analyses to the latter three
countries, the results of our analysis were basically
unchanged. The effects of maternal depression did not
differ between the countries. However, the observed het-
erogeneity in prevalence of maternal depressive symp-
toms points to the fact that the EPDS may not be an
equally valid screening tool across all settings and con-
texts [32] and that postnatal maternal depression is
strongly influenced by cultural background [2].
The present study had sufficient statistical power to
detect a difference in weight of approximately 400 gram
(or a difference in SD of 0.3), corresponding to a differ-
ence of 3% in weight. Thus, we cannot exclude that we
may have missed smaller effects of postnatal depression
on growth in early childhood. Given that an odds ratio
of 1.87 (95% CI 1.10 - 3.18) for obesity in 14 to 16 year
old Brazilian adolescents was found for every 1 SD
change in weight-for-length gain in the meta-analysis on
effects of early weight gain on later obesity by Monteiro
et al [33], smaller differences than 0.3 SD may not be
very relevant from a public health perspective.
Conclusions
Several events in early life, such as duration of breast-
feeding, prenatal smoking exposure and poor growth
have been found to be associated with increased risk of
overweight and obesity in the offspring. Our results sug-
gest that postnatal depression may not carry such risk,
at least not in a European population.
Additional file 1: The effect of maternal depression on weight. Mean
trajectories of weight by children of depressed (EPDS >= 13) and non-
depressed mothers over the first 24 months of life obtained by
piecewise-linear-random-coefficient model.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1471-2431-10-
14-S1.PNG]
Acknowledgements
TV was guest researcher at Ludwig-Maximilians University, Munich,
sponsored through a grant from the German Academic Exchange Service,
Bonn, Germany. The work reported herein has been carried out with partial
Figure 1 Point estimates and 95% confidence bounds for differences in WFL-z-score at 24 months of age between children of
mothers with high (>=13) and low (<13) EPDS score adjusted by potential confounders. The connected dots represent the estimated
difference at specific WFL percentiles (0.05, 0.1, 0.15, 0.2 to 0.8, 0.85, 0.9 and 0.95 percentile) obtained from the multivariable quantile regression
model.
Grote et al. BMC Pediatrics 2010, 10:14
http://www.biomedcentral.com/1471-2431/10/14
Page 6 of 8financial support from the Commission of the European Communities,
specific RTD Programme “Quality of Life and Management of Living
Resources”, within the 5
th. Framework Programme, research grants no. QLRT-
2001-00389 and QLK1-CT-2002-30582, and the 6
th Framework Programme,
contract no. 007036. This manuscript does not necessarily reflect the views
of the Commission and in no way anticipates the future policy in this area.
Additional support from the Child Health Foundation, Munich, and the LMU
innovative research priority project MC-Health (sub-project I) is gratefully
acknowledged. BK is the recipient of a Freedom to Discover Award of the
Bristol-Myers-Squibb Foundation, New York, NY, USA.
The European Childhood Obesity Trial Study Group consists of following
members:
Annick Xhonneux, Jean-Noel Van Hees, Françoise Martin (CHC St Vincent,
Liège-Rocourt, Belgium); Dariusz Gruszfeld, Anna Dobrzanska, Anna
Stolarczyk, Piotr Socha, Roman Janas, Ewa Pietraszek (Children’s Memorial
Health Institute, Warsaw, Poland); Jeannette Beyer, Hans Demmelmair, Sabine
Verwied-Jorky, Sonia Schiess, Ingrid Pawellek, Uschi Handel, Iris Hannibal (Dr.
von Hauner Children’s Hospital, Ludwig Maximilians University of Munich,
Germany); Helfried Groebe, Anna Reith, Renate Hofmann (Klinikum Nurnberg
Sued, Nurnberg, Germany); Philippe Goyens, Joana Hoyos, Anne Sengier,
Jean-Paul Langhendries, Elena Dain (Université Libre de Bruxelles, Bruxelles,
Belgium); Ricardo Closa Monasterolo, Joaquín Escribano Subías, Georgina
Méndez Riera (Universitat Rovira i Virgili, Spain); Marcello Giovannini, Silvia
Scaglioni, Sabrina Tedeschi, Carlo Agostoni, Fiammetta Vecchi (University of
Milan, Italy).
Author details
1Institute of Social Paediatrics and Adolescent Medicine, Ludwig-Maximilians-
University of Munich, Munich, Germany.
2Department of Public Health and
General Practice, Faculty of Medicine, Norwegian University of Science and
Technology, Trondheim, Norway.
3Dr von Hauner Children’s Hospital,
Ludwig-Maximilians-University of Munich, Munich, Germany.
4Unitat de
Recerca en Pediatria, Nutrició i Desenvolupament Humà, Universitat Rovira i
Virgili, Tarragona, Spain.
5Children’s Memorial Health Institute, Warsaw,
Poland.
6Department of Pediatrics, San Paolo Hospital, University of Milan,
Milan, Italy.
7Université Libre de Bruxelles Childrens’ Hospital, Bruxelles,
Belgium.
Authors’ contributions
All authors read and approved the final manuscript. VG: data management
and analysis, writing of manuscript. TV: analysis, writing of manuscript. RvK:
study concept, critical reading of manuscript. VL: recruitment, conduct of
study, data entry, critical reading of manuscript. JS: coordination of study,
critical reading of manuscript. EV: recruitment, conduct of study, data entry,
critical reading of manuscript. CC: recruitment, conduct of study, data entry,
critical reading of manuscript. BK: initiator and principal investigator of study,
study concept, coordination of study, writing of manuscript. European
Childhood Obesity Trial Study Group: Members of the group were
responsible for planning, recruitment, conduct of study, and data entry.
Competing interests
The authors declare that they have no competing interests.
Received: 26 November 2009 Accepted: 12 March 2010
Published: 12 March 2010
References
1. Gavin NI, Gaynes BN, Lohr KN, Meltzer-Brody S, Gartlehner G, Swinson T:
Perinatal depression: a systematic review of prevalence and incidence.
Obstet Gynecol 2005, 106:1071-1083.
2. Halbreich U, Karkun S: Cross-cultural and social diversity of prevalence of
postpartum depression and depressive symptoms. J Affect Disord 2006,
91:97-111.
3. Cooper PJ, Murray L: Postnatal depression. BMJ 1998, 316:1884-1886.
4. Andrews-Fike C: A Review of Postpartum Depression. Prim Care
Companion J Clin Psychiatry 1999, 1:9-14.
5. Downey G, Coyne JC: Children of depressed parents: an integrative
review. Psychol Bull 1990, 108:50-76.
6. Murray L, Cooper PJ, Stein A: Postnatal depression and infant
development. BMJ 1991, 302:978-979.
7. Murray L, Cooper P: Effects of postnatal depression on infant
development. Arch Dis Child 1997, 77:99-101.
8. Paulson JF, Dauber S, Leiferman JA: Individual and combined effects of
postpartum depression in mothers and fathers on parenting behavior.
Pediatrics 2006, 118:659-668.
9. George GC, Milani TJ, Hanss-Nuss H, Freeland-Graves JH: Compliance with
dietary guidelines and relationship to psychosocial factors in low-
income women in late postpartum. J Am Diet Assoc 2005, 105:916-926.
10. Christensen L, Somers S: Adequacy of the dietary intake of depressed
individuals. J Am Coll Nutr 1994, 13:597-600.
11. Adewuya AO, Ola BO, Aloba OO, Mapayi BM, Okeniyi JA: Impact of
postnatal depression on infants’ growth in Nigeria. J Affect Disord 2008,
108:191-193.
12. Dennis CL, McQueen K: Does maternal postpartum depressive
symptomatology influence infant feeding outcomes? Acta Paediatr 2007,
96:590-594.
13. McLearn KT, Minkovitz CS, Strobino DM, Marks E, Hou W: Maternal
depressive symptoms at 2 to 4 months post partum and early parenting
practices. Arch Pediatr Adolesc Med 2006, 160:279-284.
14. Wright CM, Parkinson KN, Drewett RF: The influence of maternal
socioeconomic and emotional factors on infant weight gain and weight
faltering (failure to thrive): data from a prospective birth cohort. Arch Dis
Child 2006, 91:312-317.
15. O’Brien LM, Heycock EG, Hanna M, Jones PW, Cox JL: Postnatal depression
and faltering growth: a community study. Pediatrics 2004, 113:1242-1247.
16. Hendrick V, Smith LM, Hwang S, Altshuler LL, Haynes D: Weight gain in
breastfed infants of mothers taking antidepressant medications. J Clin
Psychiatry 2003, 64:410-412.
17. Surkan PJ, Kawachi I, Ryan LM, Berkman LF, Carvalho Vieira LM, Peterson KE:
Maternal depressive symptoms, parenting self-efficacy, and child
growth. Am J Public Health 2008, 98:125-132.
18. Patel V, Rahman A, Jacob KS, Hughes M: Effect of maternal mental health
on infant growth in low income countries: new evidence from South
Asia. BMJ 2004, 328:820-823.
19. Surkan PJ, Kawachi I, Peterson KE: Childhood overweight and maternal
depressive symptoms. J Epidemiol Community Health 2008, 62:e11.
20. Koletzko B, von Kries R, Closa R, Escribano J, Scaglioni S, Giovannini M,
Beyer J, Demmelmair H, Gruszfeld D, Dobrzanska A, et al: Lower protein in
infant formula is associated with lower weight up to age 2 y: a
randomized clinical trial. Am J Clin Nutr 2009, 89:1836-1845.
21. Cox JL, Holden JM, Sagovsky R: Detection of postnatal depression.
Development of the 10-item Edinburgh Postnatal Depression Scale. Br J
Psychiatry 1987, 150:782-786.
22. Matthey S, Henshaw C, Elliott S, Barnett B: Variability in use of cut-off
scores and formats on the Edinburgh Postnatal Depression Scale:
implications for clinical and research practice. Arch Womens Ment Health
2006, 9:309-315.
23. WHO Multicentre Growth Reference Study Group: WHO Child Growth
Standards: Length/height-for-age, weight-for-age, weight-for-length, weight-for-
height and body mass index-for-age: Methods and development Geneva:
World Health Organization 2006.
24. Beyerlein A, Fahrmeir L, Mansmann U, Toschke AM: Alternative regression
models to assess increase in childhood BMI. BMC Med Res Methodol 2008,
8:59.
25. Singer J, Willett J: Applied longitudinal data analysis. Modelling change and
event occurence New York, USA: Oxford University Press 2003.
26. Fitzmaurice G, Laird N, Ware J: Applied Longitudinal Analysis Hoboken, New
Jersey: John Wiley & Sons, Inc 2004.
27. Patel V, DeSouza N, Rodrigues M: Postnatal depression and infant growth
and development in low income countries: a cohort study from Goa,
India. Arch Dis Child 2003, 88:34-37.
28. Harpham T, Huttly S, De Silva MJ, Abramsky T: Maternal mental health and
child nutritional status in four developing countries. J Epidemiol
Community Health 2005, 59:1060-1064.
29. Rahman A, Iqbal Z, Bunn J, Lovel H, Harrington R: Impact of maternal
depression on infant nutritional status and illness: a cohort study. Arch
Gen Psychiatry 2004, 61:946-952.
30. Drewett R, Blair P, Emmett P, Emond A: Failure to thrive in the term and
preterm infants of mothers depressed in the postnatal period: a
Grote et al. BMC Pediatrics 2010, 10:14
http://www.biomedcentral.com/1471-2431/10/14
Page 7 of 8population-based birth cohort study. J Child Psychol Psychiatry 2004,
45:359-366.
31. Rubertsson C, Wickberg B, Gustavsson P, Radestad I: Depressive symptoms
in early pregnancy, two months and one year postpartum-prevalence
and psychosocial risk factors in a national Swedish sample. Arch Womens
Ment Health 2005, 8:97-104.
32. Gibson J, McKenzie-McHarg K, Shakespeare J, Price J, Gray R: A systematic
review of studies validating the Edinburgh Postnatal Depression Scale in
antepartum and postpartum women. Acta Psychiatr Scand 2009,
119:350-364.
33. Monteiro PO, Victora CG, Barros FC, Monteiro LM: Birth size, early
childhood growth, and adolescent obesity in a Brazilian birth cohort. Int
J Obes Relat Metab Disord 2003, 27:1274-1282.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2431/10/14/prepub
doi:10.1186/1471-2431-10-14
Cite this article as: Grote et al.: Maternal postnatal depression and child
growth: a European cohort study. BMC Pediatrics 2010 10:14.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Grote et al. BMC Pediatrics 2010, 10:14
http://www.biomedcentral.com/1471-2431/10/14
Page 8 of 8